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WRITE PLAINLY—TUSING UNFADING BLACK INE-—MAEE A PERMANENT RECORD .—

i

FiLet APR

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _3_]&_?“[““'{ REG. DIST. NO, " W/ Wi Wf 1003 Registrar's No

1954

10501

State File No, ...

2782

]

BIRTH NO.
" 1..PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. I inssitution: residence befors
a. COUNTY a. STATE b. COUNTY wdaniaion).
Mo
_b. CITY (I outside corpursts imit, write RURAL and give c. LENGTH OF || ¢ CITY ’ 4. In Restdence within imlts of
xSt Louis Mo  erw|Miesisel T igf St Louls R
d. FULL NAME OF (1f not in hospital or instisution, givs strect sddress or location) rural, lh‘e loeation) I.) 7
HOSPITAL OR DLRESS Z
etiionion 3202 Delor s 3202 Deior 0
3. NAME OF a. (Firsty b. (Middle} ’ = o (Last) 4. DATE ot Dey) (Y.
DECEASED - : y)  (Year)
(Typeor Pty AlOXBnder Joseph Walczyk | OEATH £5-54
5. SEX ? | 6. COLOR OR RACE | 7. mﬂo%%%% réls\\;mc:gsamzn. )/ 8. DATE OF BIRTH ) AGE ua sea| F GNDER | TeAR | @ UER e Ak
Male White - DIVRECED e 00t12-91 o Hrdgyp) | osias| D | o | 3
10a. USUAL OCCUPATION (Ghekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .. . X
:onodu.rinx moet of working iife, .:-n?l :a?:x:’d) |1 . - DUSTRY (City and 5"“. er Forsign Country) H lzchTNl%%P‘:']‘OF WHAT
_Union Buisecit Coa . Poland
13a. FATHER'S NAME 13b. MDTHER"S MAIDEN NAME 14, NAME OF HUSBANDG OR WIFE
i Joseph Walczyk Katherine Deptula ] Rose Walczyk
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT " 5 S1GNATURE OR NAME ADDRESS ?
(Yes.no, or nown} | (If yes, war or dates of service}
o) Y " l488-09-2258| Rose Waleayk 3202 Delor

18, CAUSE'OF D_EATHA )

MEDICAL CERTIFICATION

INTERVAL BETWEEN

ONS: D DEATH
Enteronly onecsitseper [ 1. DISEASE OR CONDITION YR
line for (g), {b), and (¢} DIRECTLY LEADING TO DEATH‘(E) Hemorrhage v
ANTECEDENT CAUSES
*This does not mean . "~ 2
the mode of dying, such | Mortid conditions) if any, gising DUE TO (b) Carcinoma of face {(rt. eye and yrs,
or heart fullure, asihenia, | Tise f0 the aboue couse (6) stating . Maxi lla) '
ete. Tt means the dis- ¢ underlying cause lasi.
ease, injury, or compli DUE TO (¢)
tion which caured death, | 1. OTHER SIGNIFICANT CONDITIONS .
Conditions contribuling Lo the death bul not
related to the disease or condition causing deatd. .
19a. DATE OF OPERA- 18p. MAJOR FINDINGS OF OPERATION '} 20. AUTOPSY?T -

ON
Aug, " 5’5’ Inoperable carcinoma of orbit and’ temnoral fossa ves J wo EJ
21a, ACCIDENT {Bpecity} 21b. PLACE OF INJURY (a.g..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) R UNTY) (STATE)
SUICIDE - . ~| bame,farm, fagtery, strest, offion bldg.,ets.) -
HOMJCIDE o R o
21d. TIME {Month) (Day) (Year) (Houp) 21e. INJURY OCCURRED | 211. HOW DID INJURY CCCUR?
- - WHILEAT[) NOT WHILE .
ANJURY m. | “woRrK AT WORK

y¥alive on March

ng#’cby certify that I attended the deccased from
a

o _March 25

, from the causes and on the dafe stated

January 19
12 .2%3;

, 18 Sh that I last saw the deceased

above.

o

25 'ru RE

BURJAL. CREMA.

Z4a,
TION, REMOVAL (Spadify)

MAR 2 7 1954

, and that death occurred af
23b..ADDRESS .,

e

or title\]
gj %‘uﬂﬂ %;’ 3720 Washlngton Blvd

24b.” DATE ZWI\AVIE OF CEMEI’ERY OR CREMATORY
_Cdlvary Cemetery St .Louis Mo .

24d. LOCATION (Qity, town, or county)

(State)

25. FUNERAL DLRECTOR'S $)

»é_central Funera

ST 'S SIGNATURE

-

Wome 18410dYs av

" {Licensed Embalmer's Statement on Reverse Side




s,

"

3

STATEMENT BY LiCENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

working under my personal supervision..

y '

, p ’
Student ccoiciiinnrreeiea e e st Signed.. T WW 4 Sy SN Vv o e
Signature of Student Embalmer

Licensed Embalmer No...s‘.‘S.aS

%4
P. O. Aure-}%i 2=k

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T4 this body is not embalmed, fact should be so stated above.




